Attention is drawn to the absence of any rheumatic history or of previous complaints pointing to a cardiac lesion, the sudden onset, the absence of any murmur pathognomonic of mitral valvular disease and to the radiological features: absence of a typical mitral shape of the left border, enlargemenL of the heart shadow to the right and enlargement of the left auricle in the postero-anterior view. On one occasion enlargement of the left auricle in the right oblique view also had been reported, but subsequent examinations at Guy's Hospital failed to confirm this.
he reported to the M.O. who sent him to hospital with a diagnosis of mitral stenosis and auricular fibrillation. Subsequently the diagnosis of mitral stenosis was upheld by some observers, rejected by others; aortic valvular lesion also was suspected, on radiological grounds. At times auricular flutter was diagnosed. In spite of digitalis treatment tachycardia persisted throughout; the heart action at times was regular, at times irregular.
1.12.44: Admitted to Guy's Hospital. Attention is drawn to the absence of any rheumatic history or of previous complaints pointing to a cardiac lesion, the sudden onset, the absence of any murmur pathognomonic of mitral valvular disease and to the radiological features: absence of a typical mitral shape of the left border, enlargemenL of the heart shadow to the right and enlargement of the left auricle in the postero-anterior view. On one occasion enlargement of the left auricle in the right oblique view also had been reported, but subsequent examinations at Guy's Hospital failed to confirm this.
Electrocardiograms showed the arrhythmia to be due to paroxysmal auricular tachvcardia with A-V block. Large doses of digitalis first slowed the auricular rate from 300 and over to 250 and then to a rhythm rapidly varying between sinus rhythm with and without coupling and idioventricular rhythm with coupling, the last probably associated with block between the impulse-forming centre and the auricles. Some special features of paroxysmal tachycardia with A-V block (as distinct from the common form without A-V block) were discussed, in particular the fact that this form tends to occur more frequently in diseased hearts, that the attacks tend to be much longer than those of the ordinary form and that they are far more resistant to treatment (see Barker et al., 1943: Decherd and Herrmann, 1944; and Decherd, Herrmann and Schwab, 1943) .
The question of the presence of a mitral valvular lesion can only be decided after radiological re-examination at a time when normal rhythm has been present for some time since similar arrhythmias are known gradually to produce enlargement of the auricles even in the absence of a valvular lesion, although only after a much longer time (e.g. auricular flutter, see Kossmann and Berger, 1941 Dr. Stokes favoured the suggestion that auricular enlargement was caused by prolonged arrhythmia of those chambers, and suggested cardioscopic observation at intervals after normal rhythm was regained.
(Since the meeting a paper with close bearing on this subject has been published-"The unity of paroxysmal tachycardia and auricular flutter," Evans, W. (1944) Mrs. M., aged 57, fell heavily, striking the back of her head and was momentarily stunned but did not vomit. The following day she was aware of a vibrating noise in the centre of her head which gradually grew stronger and eventually prevented sleep. The swelling of the right eye was noticed on the third day and increased rapidly so that on her admission it was very unsightly, proptosed, chemotic, congested and painful and pulsing with the heart beat. There was still some movement of the globe and the fundus showed engorged veins and haemorrhages. With the stethoscope a loud bruit could be heard which ceased on pressing the carotid in the neck. The blood-pressure was 200/90 and the pulse of the Corrigan type. Twelve days after the accident the internal carotid was tied. Although three hours' occlusion with a clamp had preceded nevertheless five minutes after the closing of the ligature the patient became hemiplegic and aphasic (she was left handed). The ligature was quickly removed and speech and movement returned.
Seven days later the less drastic common carotid ligature was done after a preliminary injection of the cervical sympathetic chain with novocain. No complications occurred, and the patient recovered normally. Unfortunately in the week between the two ligatures the sight and movements of the eye had been lost although the eye is rapidly returning to normal appearance.
? Aplastic Anemia Treated by Splenectomy.-MAURICE SHAw, D.M., and L. C. OLIVER, F.R.C.S. Gordon, D., aged 54, builder. First seen on 15.6.44 complaining of "rheumatic pains", dyspncea on the slightest exertion, oedema of the ankles and lassitude for the past two months. Appetite had been poor for six months and he had lost 1% ' st. in the past year.
History.-Previous health good except for gout in 1940 and "rheumatism" in 1942.
